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STATE PLAN UNDERTITLE XIX OF THE SOCIAL SECURITY ACT Attachment 4.19-B 
MEDICAL ASSISTANCE PROGRAM 24.a. Page 3Item 
STATE OF LOUISIANA 
PAYMENTS FOR MEDICAL AND REMEDIAL CARE ANDSERVICES 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES- OTHER TYPES OF CARE OR 
SERVICES LISTED IN SECTION 1905 (A) OF THE ACT THAT ARE INCLUDED IN THE PROGRAM 
UNDER THE PLAN ARE DESCRIBED AS FOLLOWS: 

Providers 
CFR Remedial Care 
440.170 and Services Effective on September 12, 2003, non-emergency medical 

Item 24.a transportation by family at 

CITATION Medical and b. Family and Friend 

provided friends and will be reimbursed 
(cont'd.) one half of the for profit rate in effect July 3 1, 2003. 

c. Non-ProfitProviders 

For roundtrips up to 65 miles, providers are reimbursed atthe for
profit rate reduced by over 65 miles,$3. For each 30 mile increment 
the rateis increased by$7.50 per increment. 

Effective for dates of services on or after August 1, 2003, Local 
Nonprofit -Wheelchair and Nonprofit-Local Trip will be increased 
by 20 percent of rate in effecton July 3 1,2003. 

d.Aircraft and Buses 

Medically necessary non-emergency transportation provided by 
commercial aircraft and buses are reimbursed at their usual and 
customary rate, subjectto maximum limitationsbased on historical 
costs for such trips. 

e. Ambulances 

Medicallynecessary non-emergency ambulance transportation 
services are reimbursed at rates negotiated between participating 
providers and the Bureau of Health Services Financing minus the 
amount which any third party would for that provider. 

TN# 03*3+ ApprovalDate /a - / 7  -03 Effective Date 9 )c / .-8 3 
supersedes 
TN# o3-aq 


